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MANY people are aware that the old idea in the treatment of squinting children was
to prescribe glasses as required, and then, if the appearance of the eyes did not
improve, wait until at least fifteen or sixteen years of age before operating. This
postponement of operation until early adult life was considered essential, so
that it could be performed without general ana-sthesia, and with the co-operation
of the patient, a more satisfactory cosmetic result obtained.
These methods, though satisfactory in certain instances, were far from being
so in the vast majority of cases. This will be obvious when one considers certain
factors in connection with squint.
In early childhood, it is probable that double vision accompanies most cases of
squint. In the average case, however, the disadvantages of double vision lead to
the suppression of the images seen by the deviating eye. This suppression is
psychological, but ultimately the functioning of the eye becomes impaired, and the
visual acuity of the squinting eye deteriorates rapidly.
Happily the danger of loss of vision in connection with monolateral squint is
being more and more realised, and by forcing the squinting eye into use, through
occlusion of the good eye, a great deal has been done lately to overcome and
prevent it. However, unless these squinting cbildren receive still further attention,
once occlusion of the good eye is discontinued, they rapidly re-suppress, and
amblyopia becomes established once more. One still encounters far too large a
number of young adults who only possess 6/60ths vision or less, in the squinting
eye.
Other more obvious defects, in the old method of treating squint, are realised
when one considers the disadvantages incurred by a child who is forced to attend
school, suffering from a deformity. This invites taunts from his school-fellows,
and, through lack of binocular vision, places the child in a disadvantageous position
where games, studies, and later employment are concerned.
Many people, including Claude Worth, realised these deficiencies, and felt that
squinting children should receive much more attention. It is, however, chiefly to
Miss M. C. Maddox, who worked in conjunction with her father, Dr. E. E. Maddox,
F.R.C.S.Edin., that we owe the modern methods employed in the treatment of
squint. These methods are now known as "orthoptic treatment."
Briefly, this treatment takes the form of regular binocular stimulation, on
specially-constructed instruments, and by means of it, it is possible to obtain as
an ultimate result in cases of squint, not only alignment of the visual axes, but
single binocular vision and full co-ordination between the eyes.
"Orthoptic treatment" was started by Miss Maddox in London in 1919. She
was subsequently appointed as the first orthoptist, at the Royal Westminster
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of the kind. Other hospitals soon followed this example, so that many in all parts
of the British Isles now possess orthoptic departments. In addition, schools at
which students may train as orthoptists exist at the Royal Westminster Ophthalmic
Hospital, Central London Ophthalmic Hospital, in Reading, and in Birmingham.
I should like to emphasise two points. Firstly, that orthoptic treatment is not
in any way to be regarded as a substitute for the wearing of glasses, nor for
operation, though in certain cases it will cure a squint without resort to operative
interference. It is to be looked upon as supplementary to these methods.
Secondly, it is futile to attempt to treat all cases of squint by orthoptics. For in-
stance, the following are factors which make it impossible to obtain a cure:
intractable amblyopia; paralysis of one or more of the extrinsic ocular muscles;
complete lack of the "fusion faculty," that is a positive force, or demand on the
part of the human brain for single binocular vision.
Orthoptic treatment should only be carried out by a fully-qualified person. In
order to safeguard patients, an Orthoptic Board has been formed, which is a
sub-committee of the Council of British Ophthalmologists. The duties of this
Board include regulation of the training, and qualifications of orthoptists.
To qualify as an orthoptist, the student must be of matriculation standard of
education, and must study for at least a year at a training school approved of by the
Orthoptic Board. A surgeon from the hospital to which the school is attached
must be a member of the Orthoptic Board.
Training includes an intensive course in practical orthoptics, optics, anatomy,
and physiology of the eye. When training is completed, the student must satisfy
the examiners, selected by the Orthoptic Board, as to his or her efficiency. Before
a diploma is granted, the orthoptist must sign an agreement stating that she will
treat only cases referred to her by ophthalmologists, and that she will not prescribe
glasses. As an orthoptist works in such close conjunction with ophthalmic
surgeons, it is not essential for he or she to possess a medical degree.
Within the past few months, the British Orthoptic Society has been formed,
and is recognised by the Orthoptic Board. The objects of this Society are to provide
a means of circulating knowledge for the improvement of orthoptics, and to promote
conferences, public meetings, and lectures in connection with orthoptic work.
Having qualified, the orthoptist is in a position to assist ophthalmic surgeons,
both by establishing a private practice to which he or she can refer cases for private
treatment, and in organising orthoptic departments at the various hospitals.
The orthoptic department is devoted entirely to the examination and treatment
of squint and latent squint. Here the orthoptist works and conducts at least two,
but preferably three or more, clinics per week.
When the squinting child first comes to hospital, he is referred to the ophthalmic
surgeon in the extern department. The visual acuity of each eye is determined.
The surgeon examines the eye, and subsequently prescribes glasses to correct any
existing refractive error.
108When glasses are obtained, the visual acuity of each eye is again determined.
If the vision in the squinting eye is defective, steps are taken immediately to
improve 't. As I have explained, the squinting eye is forced into use by completely
occluding the sound eye. During the period of occlusion, the child reports to the
extern department for supervision by the surgeon at regular intervals, varying from
one to four weeks.
When the visual acuity of the poorer eye reaches at least 6/18ths, the surgeon
refers the child to the orthoptist for a report regarding the state of binocular
vision.
When the child comes to the orthoptic department, a detailed history of the
case is tabulated, indicating duration of squint, mode of onset, attributed cause
and family history. Next the orthoptist subjects the child's eyes to a detailed
examination, carrying out specialised tests on the various orthoptic instruments.
This examination cannot, as a rule, be performed in less than twenty minutes,
especially when dealing with a very young child. If the child is shy or nervous,
insufficient information may be obtained, and a second examination at a later date
prove to be necessary.
The aim of the orthoptist is to determine whether or not binocular vision exists,
and, if so, of what grade. The first grade is indicated by the power to perceive
coloured lights simultaneously with both eyes at a distance of five metres; the
second, to perceive dissimilar pictures simultaneously when presented to both eyes
at the angle of squint; the third, to fuse flat pictures; and the fourth or highest
grade, by the ability to perceive depth, that is stereoscopic vision. As the
examination is carried out, the orthoptist prepares a report for the surgeon, and
later discusses the case with him. She gives her suggestions as to future
treatment, suitability for training, either without or combined with operation, and
the estimated number of treatments. If the child is suitable for training, this is
arranged at the earliest opportunity. If too young, he is re-referred to the extern
department, and continues to attend there, for supervision by the surgeon, until
old enough to be placed on the waiting list of the orthoptic department.
It is difficult to lay down any hard and fast rule as to the age at which to
begin training, because so much depends upon the ability of the child to co-operate.
I find that an average child can co-operate usefully at the age of about five years.
It is essential in every case to begin treatment as soon as possible, because
suppression and other complications become increasingly difficult to correct the
longer that a squint has been in existence.
When the child begins treatment, he must attend regularly at least twice, but
preferably three times, per week, each treatment lasting twenty minutes to half
an hour, and in addition carry out exercises at home.
At first the treatment is designed to overcome suppression and establish binocular
vision, so that the child recognises diplopia, or double vision. Its second aim is
to strengthen the desire for fusion, and finally use fusion amplitude to converge or
diverge the eyes to the straight position, either with or without operation, so
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operation, it is desirable that a child has a course of pre-operative treatment, and
obtains some idea of fusion, so that when the dressings are removed by the
surgeon, single binocular vision can be established by immediate post-operative
orthoptic treatment. Due to the fact that the orthoptist can give such detailed
measurements of the angle of squint, operation can be performed under general
anesthesia, and, therefore, in children as young as six years of age.
The average period of training lasts three to four months, but this naturally
varies greatly according to the type of squint, the intelligence of the child, and the
co-operation obtained from the parents in respect to regular attendance and
supervision of home exercises. During the period of training, of either a private
or hospital case, reports are sent to the surgeon at regular intervals.
It is disappointing for parents, that throughout the early stages of treatment
there is little or no improvement in the appearance of the squint. It must be realised,
however, that each stage has to be slowly and carefully carried out if a permanent
cure is to be effected. It is useless to hurry on to fusion and to straightening the
visual axes, if the habit of suppressing one eye still persists.
When a patient is discharged from the orthoptic department he must continue
home exercises, and report at regular intervals to prevent any possible relapse,
until adult life is reached. It is interesting to note in connection with the history
of squint that a fright of some description is generally the attributed cause. In
treating these children, I find that the majority are of the same type, that is, highly
intelligent, and rather nervous. They are often fonder of reading and indoor
hobbies than outdoor games. These characteristics may often be due to their being
poor at games, not only because of their lack of binocular vision, but also because
of a lack of co-ordination in other movements, apart from those of their eyes. It
is interesting to note in this respect that mothers often remark that much of the
child's apparent clumsiness disappears after a course of orthoptic treatment.
The fact that these children are of an enquiring nature is often one of the under-
lying causes of squint, where a high degree of hypermetropia or long sight exists.
When the child begins to look at near objects, he finds it an effort to retain binocular
vision, consequently he uses one eye only, the other is suppressed and a convergent
squint results. In many of these cases the squint apparently disappears when
glasses are obtained. The majority of such cases, however, are found upon detailed
examination to have defective binocular vision, or to squint again immediately the
glasses are removed. These cases should not be deprived of the advantages of
orthoptic treatment. When the child is taught how to know when he squints and
how to control the deviation, he can attain a high grade of single binocular vision,
both with and without glasses.
Until now I have been dealing only with the r6le of the orthoptist in the treatment
of manifest squint. I should like to point out the importance of orthoptic treatment
in connection with latent squint or heterophoria. In spite of wearing the required
glasses, patients suffering from latent squint often experience headaches and other
symptoms of eye-strain, especially when tired or ill. These symptoms are due to
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eyes tend to deviate from their normal relative directions. These patients have a
strong desire to maintain single binocular, but in order to do so must overcome
this deviation, so that an abnormal effort has to be made by the ocular muscles.
Orthoptic treatment improves the muscle tone and balance. By treating the
underlying cause of the symptoms, there results more permanent and satisfactory
relief than is obtained by merely incorporating prisms in the spectacles.
Orthoptic treatment has also been proved to be of great assistance to candidates
for the various services, particularly the Royal Air Force, in enabling them to
attain the high standard of muscle balance necessary for their work.
Adults form the majority of cases suffering from latent squint. After several
attendances, they can carry out home exercises which are sufficient to maintain
and further the improvement, so that the frequency of their visits can be reduced.
This, however, is' not the case in dealing with children suffering from manifest
squint.
A child naturally cannot grasp so quickly what is required of him, and though
also doing homework, must attend frequently and regularly for treatment and
supervision by the orthoptist. This is one of the reasons why I strongly recommend
that a child be taken to a doctor as soon as a squint is noticed. If the child receives
attention at once, amblyopia can be prevented, or quickly overcome, so that the
visual acuity of the squinting eye is sufficiently high to allow him to begin orthoptic
treatment as soon as he is old enough to co-operate. Thus he is well advanced
before the strain of studies in higher classes begins.
In conclusion, I should like to say how grateful I am to ophthalmologists in
Belfast for their interest and co-operation in orthoptic work. I feel, however,
that in future to increase the benefit to be derived from this branch of
ophthalmology, that not only must there be co-operation between the ophthalmic
surgeon and the orthoptist, but also a sympathetic understanding on the part of
the family doctor, the school authorities, and the parents.
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ALCOHOL AND HUMAN LIFE. By Courtenay C. Weeks, M.R.C.S., L.R.C.P.
Foreword by Sir Thomas Barlow, Bart. London: H. K. Lewis & Co., Ltd.
Pp. 455. Price 6s. net.
'HE subject dealt witlh is one which seldom receives the attention its importance demands, and
the author has rendered a valuable service in presenting a simple, yet scientific, account of the
social, physiological, and therapeutical aspects of the alcohol question.
The book is divided into fifteen chapters, of which three should be of special interest to the
medical profession, namely, "Alcohol in Medical Treatment," "Alcohol in Relation to Road
Traffic,'" and "'Narcotics and Narcosis. "
Police surgeons and other medical men who have from time to time to give evidence in the
law courts in cases of motorists charged with "being under the influence of drink," will find
here much valuable food for thought.
Both teetotalers and non-abstainers will probably agree that the author has succeeded in dealing
with his subject in a dispassionate manner, and without introducing evidence of personal bias.
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